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Acronyms  
ARV                Antiretroviral Drug  

ASC                AIDS Spending Category 

ART                Antiretroviral Therapy  

CALHIV         Children Living with HIV  

CSFW            Children of Commercial Sex Workers 

CSO               Civil Society Organization 

DTG               Dolutegravir  

ECHO           Extension for Community Healthcare Outcomes 

ESM               Enhanced Site Management 

FBO                Faith-Based Organization 

GFATM          Global Fund to Fight AIDS, Tuberculosis and Malaria 

HEI                 HIV-Exposed Infants 

HIV                Human Immunodeficiency Virus  

LTFU             Loss-to-Follow-up 

MSM              Men who have Sex with Men 

NASCP          National AIDS and STI Control Programme 

NAIIS            Nigeria AIDS Indicator and Impact Survey 

NASA             National AIDS Spending Assessment 

NCAPS          Nigeria Comprehensive AIDS Program in States 

NDR             National Data Repository 

NGO              Non-Governmental Organization 
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NISRN          National Integrated Sample Referral Network  

OI                   Opportunistic Infection  

OVC              Orphans and Vulnerable Children 

PEP                Post-Exposure Prophylaxis 

PEPFAR       US 0ÒÅÓÉÄÅÎÔȭÓ %ÍÅÒÇÅÎÃÙ 0ÌÁÎ ÆÏÒ !)$3 2ÅÌÉÅÆ  

PLHIV            People Living with HIV 

PMTCT         Prevention of Mother to Child Transmission 

STI                Sexually Transmitted Infections 

SNU                Sub-National Units  

SVAC             Sexual Violence Against Children 

TLD              Tenofovir, Lamivudine, and Dolutegravir (HIV Drug Regimen) 

UNAIDS        Joint United Nations Programme on HIV 

VIA               Visual Inspection (of the Cervix) with Acetic Acid 
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PEPFAR Indicator Description/Definition  
Indicator  Description/Definition  

TX_CURR Number of adults and children currently receiving 
antiretroviral therapy (ART)  

TX_NEW Number of adults and children newly enrolled on 
antiretroviral therapy (ART)  

TX_PVLS (D) Number of ART patients with a VL result documented in the 
medical or laboratory records/LIS within the past 12 months.  

PMTCT_STAT (newly 
tested) 

Number of pregnant women attending antenatal clinics 
(ANC) and/or had a facility-based delivery and were newly 
tested for HIV during pregnancy to know their status  

TB_STAT (newly tested) Number of new and relapsed TB cases newly tested and have 
documented HIV status during the reporting period  

HTS_SELF Number of individual HIV self -test kits distributed.  
OVC_SERV Number of beneficiaries served by PEPFAR OVC programs 

for children and families affected by HIV  

OVC_HIVSTAT Number of orphans and vulnerable children (<18 years old) 
with HIV status reported  

KP_PREV Number of key populations reached with individual and/or 
small group-level HIV prevention interventions designed for 
the target population  

PMTCT_STAT (Denom) Number of new ante natal care clients in reporting period  

PMTCT_STAT (Num) Number of pregnant women with known HIV status at first 
antenatal care visit (ANC1) (includes those who already 
knew their HIV status prior to ANC1)  

PMTCT_STAT (newly 
tested) 

Number of pregnant women attending antenatal clinics 
(ANC) and/or had a facility-based delivery and were newly 
tested for HIV during pregnancy to know their status 

PMTCT_STAT POS Number of pregnant women attending ANC for a new 
pregnancy who were tested and confirmed HIV-positive for 
the first time during this pregnancy or have known her HIV 
status and have been on ART to the current pregnancy.  

PMTCT_ART Number of HIV -positive pregnant women who delivered and 
received ARV to reduce the risk of mother-to- child 
transmission during pregnancy and delivery.  

PMTCT_EID Number of infants who had a first virologic HIV test (sample 
collected) by 12 months of age during the reporting period.  

4"·34!4 ɉ$ÅÎÏÍȢɊ 
Total number of new and relapsed TB cases, during the 
reporting period  

4"·34!4 ɉ.ÕÍȢɊ 
Number of new and relapsed TB cases with documented HIV 
status, during the reporting period  
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Indicator  Description/Definition  
4"·34!4 ɉÎÅ×ÌÙ ÔÅÓÔÅÄɊ Number of new and relapsed TB cases newly tested and have 

documented HIV status during the reporting period  

4"·34!4 0/3 
Number of new and relapsed TB cases with documented HIV 
positive status (both new and known at entry), during the 
reporting period  

4"·!24 Number of registered TB cases with documented HIV-
positive status during the reporting period. (TB_STAT_POS)  
 

48·4" ɉ$ÅÎÏÍȢɊ Number of ART patients who were screened for TB at least 
once during the semiannual reporting period.  

4"·02%6 ɉ$ÅÎÏÍȢɊ Number of ART patients who were initiated on any course of 
TPT during the previous reporting period  

4"·02%6 ɉ.ÕÍȢɊ 

Among those who started a course of TPT in the previous 
reporting period, the number that completed a full course of 
therapy (for continuous IPT programs, this includes the 
patients who have completed the first 6 months of isoniazid 
preventive therapy (IPT), or any other standard course of 
TPT such as 3 months of weekly isoniazid and rifapentine, or 
3-HP).  



 

 

 

1.0 Goal Statement 
The Nigeria PEPFAR Country Operation Plan for 2019 (COP 19) utilized results from the Nigeria 

AIDS Indicator and Impact Survey (NAIIS)1 to geographically prioritize states in Nigeria based 

on unmet treatment needs and treatment coverage into four categorieÓȡ ÔÈÅ ȰÓÕÒÇÅȱ ÓÔÁÔÅÓ ÏÆ !Ë×Á 

)ÂÏÍ ÁÎÄ 2ÉÖÅÒÓȟ ×ÈÉÃÈ ÁÃÃÏÕÎÔÅÄ ÆÏÒ έΪГ ÏÆ ÕÎÍÅÔ ÔÒÅÁÔÍÅÎÔ ÎÅÅÄÓȟ ÔÈÅ ȰÒÅÄȱ ÓÔÁÔÅÓ ×ÉÔÈ ÌÏ× 

saturation and high unmet need ɉ$ÅÌÔÁȟ %ÎÕÇÕȟ !ÎÁÍÂÒÁȟ )ÍÏȟ ÁÎÄ ,ÁÇÏÓɊȟ ÔÈÅ ȰÇÒÅÅÎȱ ÓÔÁÔÅÓ ×ÉÔÈ 

high saturation and low unmet need (Benue, Nassarawa, and Gombe), and all remaining 

ɉȰÙÅÌÌÏ×ȭɊ states, with low saturation and low unmet need. The surge states of Akwa Ibom and 

Rivers were prioritized as Scale-up to Saturation SNUs with the aim of achieving 81% treatment 

coverage by the end of the Fiscal Year 2020 (FY20). The red states were prioritized as Scale-up 

Aggressive SNUs with the aim of moving them closer to saturation. The green states were 

prioritized as Attained SNUs, with the aim of achieving treatment saturation by age and sex 

groups. The remaining 25 yellow states were prioritized as Sustained Support SNUs with the aim 

of improving retention while sustaining passive enrolment of patients to treatment at the facility 

level.  

 

In COP 20, in addition to achieving at least 81% treatment coverage in Akwa Ibom and Rivers, the 

Nigeria PEPFAR program will aim to achieve 81% treatment coverage in two red states, Lagos and 

Delta states. Additionally, eight yellow states (FCT, Niger, Kaduna, Bauchi, Sokoto, Jigawa, 

Adamawa and Ebonyi) that are close to 81% treatment coverage at quarter one of FY 20, will be 

supported to achieve at least 81% treatment coverage by end of FY 2021. Furthermore, three states 

with over 81% treatment coverage, Benue, Gombe, and Nasarawa will be further saturated by age 

and sex groups to achieve at least 90% treatment coverage by end of FY 2021. At the OU level, the 

PEPFAR Nigeria program will aim to increase percentage of people living with HIV (PLHIV) who 

know their status from the current 67%2 to 81%, increase percentage of PLHIV on treatment from 

current 53%3 to 76% and increase percentage of PLHIV viral suppressed from 43%4  to 72%. Thus, 

moving the country closer to achieving the UNAIDS goal of 90-90-90 by 2023 and 95-95-95 by 

2030. 

 

The Nigeria PEPFAR program will adopt three broad strategies for achieving the program 

objectives in COP 20. These include client -centered care, improved patient tracking and 

retention , and alignment of the National Treatment Program. To improve client care and 

retention, PEPFAR will scale-up recently available program innovations from enhanced site 

management (ESM), real-time data monitoring using electronic medical record systems (with 

data pooling in the National Data Repository for real time data analysis), and facilitating 

 
1 Nigeria AIDS Indicator and Impact Survey (2018) 
2 UNAIDS 2020, Nigeria Country profile, overview of country epidemic. Available at: 
https://www.unaids.org/en/regionscountries/countries/nigeria  
3 Nigeria AIDS Indicator and Impact Survey (2018) 
4 Nigeria AIDS Indicator and Impact Survey (2018) 

https://www.unaids.org/en/regionscountries/countries/nigeria
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knowledge sharing and learning with support from  ȰProject ECHOȱ (a collaborative across 

communities of service providers and medical experts facilitated through telemedicine technology 

which is currently being deployed across HIV service delivery points in Nigeria).  

PEPFAR will also increase collaboration with stakeholders including the global fund, civil society, 

and the government of Nigeria to create an aligned National Treatment Program. The new 

alignment plan will focus on improving program synergies and resource efficiency by preventing 

duplication of efforts and achieve improvement in program outcomes through shared learning 

and harmonization of program standards.  

 

The Nigeria PEPFAR program will continue to utilize the data from the Nigeria AIDS Indicator 

and Impact Survey (NAIIS) to modify interventions for case finding, linkage to care with 

immediate treatment initiation, and increasing access to viral load testing, impro ving viral 

suppression across all sites and SNUs. While all states will continue to implement the COP 2020 

minimum program requirements, interventions will be applied at differing levels of intensity 

within each group of states. In order to drive rapid progress in the red and surge states, ESM will 

be implemented in the highest-burden facilities. This will provide closer monitoring and 

supervision of hospitals, and work with these facilities to eliminate barriers to service uptake 

while ensuring improvements in linkage and retention on treatment across all ages and sexes.  

2.0  Epidemic, Response, and Program Context 

2.1 Summary  statistics, disease burden and country  profile  

Nigeria is a lower-middle-income country (GNI: 2,100 per capita, Atlas method5) with a current 

population estimate of 219,243,344 (population demographics: 49 percent female and 51 percent 

male6).  

 

The HIV epidemic in Nigeria affects populations of all age groups and geographic locations. The 

2018 Nigeria HIV/AIDS Indicator and Impact Survey (NAIIS) reported HIV prevalence was 1.3% 

among adults 15 ɀ 49 years, with a higher prevalence among women 1.7% compared to males 

0.8%. Also, NAIIS reported 8 new infections per 10,000 population. The estimated 1,832,266 

people are living with HIV in 2020.  

 

Regarding, progress towards achieving the 90-90-90 goals, 67% of all PLHIVs know their status, 

63% are on HIV treatment and 54% are virally suppressed. The main programmatic gaps are 

achieving the first and second 90s. In terms of gaps HIV treatment coverage, the states with the 

largest ART unmet needs are Rivers 142,394 and Akwa Ibom 111,193.  

  

 
5 World Bank, 2017 data  https://data.worldbank.org/country/Nigeria  
6 2020 Spectrum data, 2019 
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There remains significant variation in HIV prevalence across the 36 states and the Federal Capital 

Territory ( FCT), as shown in Figure 2.1 below. Though much lower than previously reported, a few 

states such as Benue, Akwa Ibom, Rivers and Taraba continue to report prevalence rates much 

higher than the national average. The states of Abia, Anambra, Enugu, Delta, Bayelsa and Cross 

Rivers also report higher than average prevalence. 

 
Figure 2.1.1: HIV Prevalence in Nigeria by States source: NAIIS 2018  

 

The states with the highest burdens are Akwa Ibom prevalence 4.8% burden 188,562, Benue 

prevalence 4.3% with PLHIV burden of 197,000 and Rivers 3.6% with estimated PLHIV of 188,852. 

While the states with the lowest prevalence are Jigawa prevalence of 0.3% and Katsina prevalence 

of 0.3%. Regionally, the HIV epidemic remains concentrated in the South-South, South-East and 

parts of the North-Central regions. The findings in the South-East are quite significant, as this 

region was previously thought to have the lowest prevalence in the country 7.  

 

 
7 .!#! ɉάΪΫίɊ Ȭ.ÉÇÅÒÉÁ '!202 άΪΫίȭɏÐÄÆɐ 
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Apart from the geographical variation, the prevalence of HIV in the country also varies across age 

and sex disaggregation. Overall, the national HIV prevalence among females and males, 

respectively, was 1.8% and 1.0%. The prevalence among children 0-14 years old was 0.1%. Starting 

from the 15-19 years age group, a gender-specific inflection point is observed with the prevalence 

amongst girls being substantially higher than that of boys of a similar age group. The point of 

inflection is observed to align with the mean age of sexual debut for young women, reflecting the 

significant risk of sexual and other forms of violence facing adolescent girls and young women.  

This clearly calls attention to the need for more structured and expanded interventions targeting 

girls and women in this age group.  

 

Among the 20-24 year old, the difference in prevalence between men and women is noticeably 

greater, with prevalence among young women being more than twice as high as among young 

men of similar age; this pattern continues through most of the childbearing years, with the gender 

gap narrowing at the ages of 50-54 years, but widening again at 55-59 years. HIV prevalence is 

highest among 35-39 year old females (3.1%) and 50-54 year old males (2.2%). 

 

 
Figure 2.1.2 - HIV Prevalence by Age and Sex  
 
The new survey results were used to update the UNAIDS Spectrum data for the country, which 
subsequently estimated that approximately 1,832,266 people are living with HIV in Nigeria  in 
2019, and approximately 1,146,643 of those were reportedly on treatment at the end of 2019. This 
suggests that about 63% of the estimated number of PLHIV in the country are on treatment. 
Based on the COP20 target projections and the Global Fund targets for the year, the country is 
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expected to have about 1,801,359 people on treatment by the end of 2022, raising the national 
treatment coverage to about 84%. 
 

 
Figure 2.1.3 National and PEPFAR Current  on Treatment  Numbers  

 

One major conclusion from the NAIIS is that case-finding (first 95) remains the biggest challenge 

for the HIV/AIDS response efforts in the country. This has informed the ambitious case finding 

targets the PEPFAR program has set for COP19. Whereas the COP18 treatment new target was just 

slightly above 150,000, the target for COP19 is about 384,000. These targets are focused mostly on 

the two states with the highest burden for unmet needs, Akwa Ibom and Rivers, which account 

for about 58% of the targets, while five other high burden, low ART saturation states (Anambra, 

Imo, Enugu, Lagos, and Delta) account for 15.5%.  The targets in Akwa Ibom and Rivers reflect the 

fact that these two states have been prioritized for program scale-up efforts to reach epidemic 

control in COP19.  

 

The program also continues to have huge gaps in case-finding among HIV+ pregnant women; the 

annual estimate for this population remains about 150,000, with only about 41,000 reported 

nationally to have received ARVs. This reflects the huge gap in the coverage of prevention of 

mother to child transmission of HIV ( PMTCT) services in the country,8 with just 10-20% of ANC 

sites offering PMTCT services9. It also reflects the gap in the uptake of ANC services, with just 

 
8 &()έΰΪ ɉάΪΫήɊȟ Ȭ2ÁÐÉÄ (ÅÁÌÔÈ &ÁÃÉÌÉÔÙ !ÓÓÅÓÓÍÅÎÔÓ ÉÎ %ÉÇÈÔ .ÉÇÅÒÉÁÎ 3ÔÁÔÅÓȭȢ https://www.fhi360.org/resource/rapid -
health-facility -assessments-eight-nigerian-states  
9 !ÆÅȟ *Ȣ!Ȣȟ !ËÎÉÍÕÒÅÌÅȟ 4Ȣȟ /ÄÕÏÌÁȟ !Ȣȟ !ÄÅÏÌÁȟ /Ȣ Ǫ !ÇÂÏÏÌÁȟ 'Ȣ ɉάΪΫΰɊȟ Ȭ!ÓÓÅÓÓÉÎÇ 0-4#4 ÓÅÒÖÉÃÅ ÃÏÖÅÒÁÇÅ ÉÎ 
3ÏÕÔÈ×ÅÓÔ .ÉÇÅÒÉÁȡ ! ÓÔÅÐ ÔÏ×ÁÒÄÓ ÕÎÉÖÅÒÓÁÌ ÃÏÖÅÒÁÇÅȭȟ ',/"!, */52.!, /& -%$)#).% !.$ 05",)# (%!,4( ίɉΫɊȢ 
Available on at http://www.gjmedph.com/uploads/O4 -Vo5No1.pdf  

https://www.fhi360.org/resource/rapid-health-facility-assessments-eight-nigerian-states
https://www.fhi360.org/resource/rapid-health-facility-assessments-eight-nigerian-states
http://www.gjmedph.com/uploads/O4-Vo5No1.pdf
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76.5% of pregnant women attending ANC services at least once during their pregnancy10. These 

findings highlight the need for a more integrated approach to the delivery of reproductive health 

services in the country. 

 

The NAIIS estimated that 29.2% of PLHIV aged 15-64 years were aware of their status nationally.  

Out of those, 88.4% were on ART and 83.1% were virally suppressed. Population viral load 

suppression (PVLS) data provide a useful proxy for determining the proportion of HIV -infected 

patients who are currently receiving and are adherent to ART at the population level.  The PVLS 

among all PLHIV aged 15-64 years was estimated nationally at 44.5% (46.2% among females and 

40.9% among males). This variation between the sexes highlights the issues with health-seeking 

behavior among men, who have been identified as a priority population for case-finding efforts in 

COP19. The variation in PVLS is also observed across states and age groups.  

 

Key populations (KPs) constitute about 1% of the adult population in Nigeria, but they contribute 

as much as 23% of new HIV infections. Together with their partners, KPs account for 3.4% of the 

adult population and 32% of new HIV infections.11 Additionally, a high prevalence of HIV was 

reported in the 2014 Integrated Biological and Behavioral Surveillance Survey (IBBSS) among 

several KPs: brothel -based female sex workers (FSW; 19.4%), non-brothel -based FSWs (8.6%); 

people who inject drugs (PWID; 3.4%) and men who have sex with men (MSM; 22.9%). The 

relatively higher prevalence among KPs is exacerbated by unsupportive cultural beliefs and 

practices, societal and religious biases, stigma and discrimination, and punitive national laws. 

This situation is worsened by the Same Sex Marriage Prohibition Act of 2013 which criminalizes 

homosexuality and same-sex marriage, discriminates against MSM, and creates a barrier to 

accessing comprehensive HIV prevention, treatment and care services. Other drivers of the 

epidemic in Nigeria include sexual and gender-based violence affecting the lesbian, gay, bisexual, 

transgender, and queer communities. 

Other barriers which may impact health-seeking behaviors among PLHIV include: the persistence 

of user fees, stigma and discrimination, as well as operational issues such as patient flow challenges 

resulting in long wait times in facility settings. The rollout of differentiated models of care has 

helped to mitigate these challenges to an extent, but even these efforts have been limited by the 

seeming resistance of health service providers to adopt longer periods between patient 

appointments, as well as drug prescribing and dispensing practices. The current eligibility 

standards which qualify patients to receive multi-month scripting and dispensing of ARVs beyond 

three months have been posing an impediment to the scale-up of these interventions. Stakeholders 

ÉÎ .ÉÇÅÒÉÁȭÓ ()6Ⱦ!)$3 ÒÅÓÐÏÎÓÅ ÅÆÆÏÒÔÓ, including PEPFAR Nigeria, are mobilizing to address these 

issues head on.  

 
10 Nigeria AIDS Indicator and Impact Survey (2018) 
11 NACA (2017) 
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2.2 New Activities  and Areas of Focus for COP20, i ncluding Client Retention  

In COP20, PEPFAR Nigeria will continue to deepen the program by applying a client-centered, 
program quality approach within the key domains of prevention, case finding, treatment, 
optimized retention, and viral suppression. The drive to enhance retention will be coupled 
around a client centric case management approach that tailors support for care and treatment 
service to meet the specific needs of individual clients by dedicated case managers from initiation 
on ART through continued care and treatment services aimed at ensuring optimal retention and 
virologic suppression. 
 
Epidemic control will only be attained if new, stable, unstable and long-term clients remain on 
continuous care and treatment, which is tailored to be responsive to individual needs, 
preferences, and changing life circumstances. Robust evidence generated in Q3 and Q4 of COP19 
from program data indicated 30-40% of program leakage were from patients newly enrolled on 
ART within the first 6 months of treatment with the greatest lost within the first month compared 
to treatment experienced clients. Through an iterative process, a deep dive analysis was 
conducted for clients who were Loss to Follow-Up (LTFU) and defaulters, with determinants 
driving attrition shown in figure 2.2.1. The significant reasons for attrition include unexpected 
travel, long distance to health facility, self-transfer to another facility, stopped medication, forgot, 
socio-economic factors and medication side effects. 10% of the losses were due to death.  
 

 
Figure 2.2.1 Client -centric, Back -to -care feedback from Akwa -Ibom  
 
Optimizing retention  at a 98% benchmark or more will be a core focus for PEPFAR Nigeria 
building off pocket s of success established in COP19. Preventing losses as well as tracking and 
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accounting for the losses will be key. Leveraging off of the widespread adoption of electronic 
medical records (EMRs) at supported ART facilities, the ability of the program to de-identify and 
de-duplicate patient data into the Natio nal Data Repository (NDR) has provided greater visibility 
of patient level data for better program monitoring, det ecting losses efficiently and predicting 
losses through predictive analysis in contrast to paper based and aggregate data that often mask 
true losses. The performance of program growth will be assessed weekly on the NDR as a proxy to 
track complete and up to date patient encounters on EMR.  Also, a line list of inactive patients i.e. 
patients without clinic encounters greater than 28 days following scheduled appointments will be 
generated weekly from the NDR, sent to partners to track patients back to care and accounting 
for each patient as shown in table 2.2.1. These will help achieve the following (MER 2.4, 2019): 
 

¶ Improved understanding of fluctuations or steady growth in TX_CURR  
¶ Tracking of patients when a patient has had no clinical contact for greater than 28 

days since their last expected contact  

¶ Promote timely identification of patient outcomes among patients known to have 
missed clinical visits or drug pickups 

 
 

 
 
Table 2.2.1 Weekly NDR, LTFU dashboard  
 
Preventing Losses  
Use of a case management approach will leverage the use of trained expert clients and case 
managers who are mostly PLHIVs as peer supporters for all clients enrolled into  care and 
treatment services. Active management of client retention will be implemented by centering 
preventive measures and taking these to scale in COP20. The cohort of newly diagnosed clients 
will be assigned to experienced case managers, and a 28-day case management calendar will be 
applied with intensive follow through interventions within the first 6 months of enrolment  (figure 
2.2.2). A prevention package of pre-appointment calls and 2-week, 2-ÄÁÙÓ ÁÎÄ άή ÈÏÕÒÓȭ ÐÒÅ-
appointment check-ins will be provided with early defaulters identified and a list-serve generated 
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list to tracking within 24 -48hrs of missed appointment. Other measures to be implemented 
include MMD -6 for patients requiring temporary relocation, travelers, expansion of community 
models of !24 ÄÅÌÉÖÅÒÙ ɉ#!2'ÓɊ ÁÎÄ ÆÁÍÉÌÙ ÃÅÎÔÅÒÅÄ ÁÐÐÒÏÁÃÈÅÓ ÔÁÒÇÅÔÅÄ ÁÔ ÐÁÔÉÅÎÔÓ ÔÈÁÔ ÃÁÎȭÔ 
afford transportation to health facilities, linkage to community resources for household economic 
strengthening activities, fast track of patients to reduce waiting time within the facilities and 
routine collection of pati ent satisfaction surveys during visits.  

 
Figure 2.2.2 client -centric 28 -day case management calendar for newly linked clients  
 

2.3 Investment  Profile  

HIV response efforts in Nigeria continue to be almost fully dependent on international donors, 

mainly PEPFAR and the Global Fund, accounting for 67% and 15% respectively of the $532.4m 

reported HIV spending in 201812. Of this amount, $238.4m (45%) was reported to have been spent 

on Care and Treatment, $162.5m (31%) was spent on Program Management and Administration, 

and $35.6m (7%) was spent on the delivery of HIV testing services.  PEPFAR and the Global Fund 

accounted for 87% and 18% respectively of the investments in Testing, Care and Treatment, and 

60% and 17% respectively of Program Management costs.  

The Government of Nigeria was responsible for 89% of human resources costs for the HIV program 

while PEPFAR and the GF did not report any investments in these areas even though both programs 

cover the stipend payment for almost all of the lay workers (data clerks, peer educators, lay 

 
12 .ÁÔÉÏÎÁÌ !ÇÅÎÃÙ ÆÏÒ ÔÈÅ #ÏÎÔÒÏÌ ÏÆ !)$3ȟ ȬάΪΫγ .ÁÔÉÏÎÁÌ !)$3 3ÐÅÎÄÉÎÇ !ÓÓÅÓÓÍÅÎÔ 2ÅÐÏÒÔȭȢ 
(Unpublished Draft).  
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counsellors and case managers) in the program. At present, the current investment tracking process 

is unable to account for the investment in these lay workers, who make up more than 60 -70% of 

the HIV service workforce in the country13. 

The investments for the support of Orphans and Vulnerable Children (OVCs) is 100% from the 

PEPFAR program, but it is noted that the program currently only supports OVCs in 15 states (see 

OVC section below) while no similar support is available in the rest of the other states.   

 

 

 

 

 

 
13 PEPFAR facility HRH assessment 2014.  










































































































